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a b s t r a c t
Spigelian hernia is a rare hernia of the ventral abdominalwall accounting for 1–2% of all hernias. Incarcer-
ation of a Spigelian hernia has been reported in 17–24% of the cases.Weherein describe an extremely rarevailable online 15 October 2010
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case of a colonic obstruction secondary to an incarcerated Spigelian hernia in a severely obese patient.
Physical examination was inconclusive and diagnosis was established by computed tomography scans.
The patient underwent an open intraperitoneal mesh repair. A high level of suspicion and awareness
is required as clinical ﬁndings of a Spigelian hernia are often nonspeciﬁc especially in obese patients.
Computed tomography scan provides detailed information for the surgical planning. Open mesh repair
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. Introduction
Spigelian hernia (SH) is the protrusion of preperitoneal fat,
eritoneal sac or abdominal viscera through the spigelian aponeu-
osis, which is an aponeurotic layer bounded by the lateral edge
f the rectus abdominis muscle medially and the semilunar line
aterally.1,2 Although the semilunar line was ﬁrst described by the
elgian anatomist Adriaan van der Spieghel in 1645, it was Josef
linkosch in 1764 who ﬁrst reported hernias protruding through
his area and named them Spigelian line hernias.1 Since then, more
han 1000 cases have been reported in the literature.3 We herein
escribe an extremely rare case of a colonic obstruction secondary
o an incarcerated SH in a severely obese patient. To our knowledge,
his is the seventh case reported in the English literature.
. Presentation of case
A 41-year-old severely obese man presented with a 6-day his-
ory of right lower abdominal pain, abdominal distension and
rogressive constipation. His past medical history included a right
ower paramedian laparotomy for a perforated appendix and a
aparoscopic gastric banding that was performed 3months prior to
he current admission. During these 3 months he had experienced
30kg weight loss.
On examination his weight was 140kg with a body mass index
f 44.2 kg/m2. Physical examination revealed abdominal distension
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with intermittent hyperactive bowel soundswhereas an ill-deﬁned
tender mass was hardly palpable in the right lower abdomen. Lab-
oratory investigations showed mild leucocytosis at 12.5×109/L.
Plain abdominal radiograph showeddilated small bowel loopswith
gas-ﬂuid levels. A subsequent CT scan revealed characteristic ﬁnd-
ings of a right Spigelian hernia (Figs. 1 and 2).
Surgical explorationwas carried out through a right paramedian
incision placed over the hardly palpable mass. After the exter-
nal oblique aponeurosis was opened a large hernia sac was found
containing incarcerated ascending colon, a small bowel loop and
a portion of greater omentum (Fig. 3). All the incarcerated her-
nial sac contents were viable and were then reduced into the
abdominal cavity. The hernial defect was well edged and mea-
sured approximately 4×5 cm. The hernia was repaired with the
use of an intraperitoneal dual mesh. The postoperative course was
uneventful and the patient was discharged home on the second
postoperative day. He remainswell without any evidence of hernia
recurrence 12 months after surgery.
3. Discussion
SH is in the vastmajority of the cases an acquired entity.4 Itmost
commonly affects patients in the sixth decade of life with a slight
male preponderance.4,5 Although it may occur anywhere along the
spigelian aponeurosis, in 90% of the cases occurswithin a 6-cmarea
Open access under CC BY-NC-ND license.distal to the umbilicus where the spigelian aponeurosis is widest.4
Various predisposing factors have been reported to be associated
with the development of SH such as obesity, chronic pulmonary
obstructive disease, multiple pregnancies, previous surgery, pre-
vious laparoscopy and rapid weight loss.2 In our patient, obesity,
nse.
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(ig. 1. Computed tomography scanof the abdomenshowinga large Spigelianhernia
ith incarcerated colon, small bowel and omentum. Note the excessive thickness
f the subcutaneous fat layer.
revious laparotomy and laparoscopy likely resulted in the weak-
ning of the semilunar line and subsequent large Spigelian hernia
ormation.
Clinical presentation of patients with SH depends on the size
nd hernial sac contents. Patients most commonly present with
n intermittently palpable mass and or postural pain.4,5 Incarcera-
ion has been reported in 17–24% of the patients5,6 whereas in 10%
f the cases an emergent surgical intervention is required.5 More
han one third of the patients lack an abdominal mass or defect on
linical examination.5 Small hernias can be masked by the subcu-
aneous fat and the intact external oblique aponeurosis especially
n obese patients.6 In many cases, however, symptoms and signs
re no speciﬁc thus resulting in delay in diagnosis.
Ultrasonography and CT scans are useful in the diagnostic eval-
ation, with a reported sensitivity of 83% and 100% respectively.4
he presence of obesity limits the sensitivity of ultrasonography.
T however can provide detailed information about the anatomy
f the area and hernia contents allowing a direct approach to the
ernia sac thus avoiding an unnecessary laparotomy.3
ig. 2. Computed tomography scanof the abdomenshowinga large Spigelianhernia
ith incarcerated colon, small bowel and omentum. Note the wide hernia neck
arrow).Fig. 3. Intraoperative photo showing the large hernia sac with the incarcerated
contents.
Hernia sac consists of extraperitoneal fat and peritoneum with
or without splachnic contents. Various organs have been reported
as contents of a SH such as small bowel, omentum colon, stomach,
gallbladder, ovaries and testes.1 Our caseof colonic obstruction sec-
ondary to an incarcerated Spigelian hernia is extremely rare with
only six cases reported in the English literature since 1960.3,7
Differential diagnosis of SH includes other abdominal wall her-
nias, rectus sheath hematoma, tumors of the abdominal wall and
various intra-abdominal tumors or inﬂammatory disorders. The
hernia defect is usually small (less than 2 cm) with well-deﬁned
edges.2 Because of the narrow hernia neck SH is usually small but
is prone to strangulation and irreducibility.1
Due to strangulation risk surgical repair of SH is mandatory.4,5
Repair can be performed via an open or laparoscopic approach.
In a prospective randomized controlled trial comparing 11 con-
ventional and 11 laparoscopic SH repairs it was found that
extraperitoneal laparoscopic approach was associated with signif-
icantly lower morbidity and shorter hospital stay.8 None of the
patients of either series had hernial incarceration. The authors
however recommended anterior hernioplasty in cases of compli-
cation or emergency.8 In our patient who was severely obese with
a history of previous laparotomy in the presence of multivisceral
incarcerationwebelieve that open repairwas themost appropriate
approach. After surgical repair long term outcome is excellent with
a very low recurrence rate.4,7
4. Conclusions
Colonic obstruction secondary to an incarcerated SH is an
extremely rare occurrence. A high level of suspicion and awareness
is required as clinical ﬁndings of a SH are often non-speciﬁc espe-
cially in obese patients. CT scan can delineate in detail the anatomy
and the hernia sac contents thus providing useful information for
the surgical planning. Open SH repair is safe in the emergent sur-
gical intervention for a complicated Spigelian hernia in severely
obese patients.
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